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EXECUTIVE SUMMARY 
 

 

Abstract 
 
This evaluation report describes the implementation and impacts of a program 

intended to improve health status and slow the growth of health care expenditures 
among older adults living in affordable housing properties. The Support and Services at 
Home (SASH) program connects participants with community-based services and 
promotes coordination of health care. In July 2011, the SASH program was launched in 
Vermont; and by June 2015, the latest date for this analysis, the program had expanded 
to include 54 panels and 4,741 participants across the state who had spent at least 3 
months in the program. 

 
Our analysis combines findings from interviews with SASH staff members and key 

stakeholders, a survey of SASH participants, and an analysis of Medicare claims data. 
The SASH program faced challenges in expanding beyond the affordable housing 
properties and into the community. Highlighted successes included the partnerships 
formed with other organizations and the training program for SASH staff. Another 
notable success reported was the program’s ability to help participants remain in their 
homes, in terms of both allowing participants to age in place as their health and 
functional needs increase and helping participants avoid eviction. 

 
Self-reported health status and functioning were higher for SASH participants 

relative to the survey comparison group, and SASH participants reported fewer 
problems managing multiple medications. Overall, we do not find that the SASH 
program had a significant impact on the growth of Medicare expenditures. However, 
among participants enrolled in SASH panels established before April 2012 (early 
panels, representing 40% of SASH participants with Medicare living in affordable 
housing properties), growth in annual Medicare expenditures was slower by an 
estimated $1,227 per-beneficiary per year. These same beneficiaries in the early panels 
also had lower rates of hospitalization and slower rates of growth for hospital and 
specialty physician costs. 

 
 

Introduction 
 

In 2008, the non-profit housing provider Cathedral Square Corporation (CSC) in 
South Burlington, Vermont, began developing the SASH program out of concern that 
frail residents in its properties were not able to access or receive adequate supports to 
safely remain in their homes. CSC designed the SASH program to connect residents 
with community-based support services and promote greater coordination of health 
care. As part of the Multi-Payer Advanced Primary Care Practice (MAPCP) 
Demonstration, the SASH Teams extend the work of the Vermont Blueprint for Health’s 
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Community Health Teams and medical homes/primary care practices by providing 
targeted support and in-home services to participants. The SASH program was officially 
launched in July 2011 and expanded into other non-profit affordable housing sites and 
communities across the State of Vermont. 

 
The SASH program is implemented at the panel level, and almost all of the 54 

SASH panels are hosted by U.S. Department of Housing and Urban Development 
(HUD)-assisted or other non-profit affordable housing properties. Each SASH panel 
consists of up to 100 participants served by a full-time SASH coordinator and a quarter-
time wellness nurse. Using evidence-based practices, key services provided by core 
SASH staff include comprehensive health and wellness assessments, creation of 
individualized care plans, on-site one-on-one nurse coaching, care coordination with 
medical homes/primary care practices and with hospitals, and health and wellness 
group programs. Local service providers build on these core tenets by offering 
additional community activities, health and wellness workshops, and direct services.  

 
While SASH was originally created to help meet the needs of residents in 

affordable housing sites (“site-based participants”), the program is available to any 
Medicare beneficiary living in surrounding communities (“community participants”). 
SASH panels that started before April 2012 (“early panels”) primarily serve residents in 
affordable housing sites; these are “site-based panels.” As the SASH program 
expanded statewide, some panels based in affordable housing sites were created to 
serve a mixture of site-based and community participants (“mixed-panels”), and a few 
panels were created solely for community participants (“community panels”). “Late 
panels,” started after April 2012, include site-based panels, mixed-panels, and 
community panels. 

 
Using a mix of qualitative and quantitative methods, RTI International and the 

LeadingAge Center for Applied Research (LeadingAge) have been conducting an 
evaluation of the impact of the SASH program. The evaluation will address the core 
research questions of interest to the U.S. Department of Health and Human Services 
(HHS) and HUD: (1) “Can coordinated health and supportive services to older adults in 
affordable housing improve quality of life, health, and functional status?” and (2) “Are 
there differences in health care and housing costs for seniors who receive coordinated 
services in an affordable housing setting?”  

 
 

Methodology 
 

Our analysis combines findings from interviews with SASH staff members and key 
stakeholders, a survey of SASH participants, and an analysis of Medicare claims data. 
To address key evaluation questions on SASH program implementation and operation 
and identify successes and challenges in the statewide expansion of the program, we 
collected and analyzed three varieties of primary data: semi-structured, in-person 
interviews with SASH staff members and key stakeholders; telephone interviews with 
SASH staff members and key stakeholders; and a cost survey fielded to housing host 
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organizations. The qualitative analyses of these data have been designed to illuminate 
the issues surrounding the SASH program start-up and continuing operations, with a 
particular focus on understanding points that are most relevant for program 
sustainability and replication, as well as helping interpret variation observed in the 
quantitative findings. 

 
To determine the impact of the SASH program on self-reported physical and 

mental health status, problems taking multiple medications, and dietary issues, the 
evaluation team conducted a mail survey of SASH participants and comparison 
Medicare beneficiaries. We created outcome measures from the survey responses and 
then used regression modeling, with control variables for the demographic 
characteristics and with propensity-score weights, to estimate the effect of the SASH 
program on the five outcome measures related to health, nutrition, and medication 
management. 

 
Finally, our analysis of Medicare claims data used regression methods to identify 

the impact of the SASH program on health care expenditure and utilization outcomes. 
Due to data availability, this analysis is limited to SASH properties that receive funding 
assistance from HUD or the Low-Income Housing Tax Credit (LIHTC) properties. This 
includes properties receiving assistance through HUD’s multi-family programs, such as 
Section 202; the public housing program; and properties receiving tax credits.  

 
The SASH intervention group consisted of Medicare fee-for-service (FFS) 

beneficiaries who had participated in the SASH program for at least 3 months and who 
lived in a non-profit affordable housing property as identified in the HUD or LIHTC data 
bases. As of June 2015, a total of 4,741 individuals had participated in the SASH 
program for at least 3 months. After applying the beneficiary and property exclusions, 
the sample for this analysis contained 2,682 SASH participants. The comparison group 
is composed of 3,591 individuals who were Medicare FFS beneficiaries who were not 
participating in SASH and who lived in HUD or LIHTC properties that were not hosting 
the SASH program.  

 
For the Medicare expenditure outcomes, we used a linear version of a difference-

in-differences model. The impact estimate is the difference between SASH program 
participants and the comparison group in the change in level of the Medicare 
expenditure outcomes between the baseline and intervention periods. For the utilization 
outcomes, we used a non-linear (negative binomial) version of the regression model. 
For negative binomial models, the coefficients are incidence rate ratios, and they are 
interpreted as the difference in the expected rate of events; values less than 1 indicate 
that the expected rate of utilization is less than that of the comparison group, and values 
greater than 1 indicate that the expected rate of utilization is greater than that of the 
comparison group. 
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Support and Services at Home Program Implementation 
 

Among the operational successes of the SASH program, the development of 
relationships with a variety of community agencies and resources was important in 
order to better meet the needs of the SASH participants. CSC also succeeded in 
developing a comprehensive training program for the SASH program staff. Funding 
remained an operational challenge, both for operating SASH panels and for expanding 
the SASH program. 

 
The relationships between SASH and their community partners have matured and 

strengthened over the course of the implementation of the SASH program, although 
some partners remain concerned about perceived overlap as the SASH program has 
expanded into the community. Interaction between the SASH Teams and the medical 
homes/primary care practices was greater for some panels than for others, but overall it 
had increased over the years. 

 
Several SASH staff members and property managers believe that a notable 

success has been the program’s ability to help participants remain in their homes, in 
terms of both allowing participants to age in place as their health and functional needs 
increase and helping participants avoid eviction. SASH staff are able to make sure that 
participants have the necessary services and resources to be safe in their apartments 
or uphold their tenancy obligations. Other successes of the SASH program noted by 
SASH staff members and property managers included the training program developed 
by CSC and the teamwork and communication within the networks established by the 
SASH staff members.  

 
 

Support and Services at Home Program Participation 
 

The SASH program sites included in this analysis are those that implemented the 
SASH program prior to July 2015. Designated SASH sites are non-profit affordable 
housing properties subsidized by HUD, the LIHTC, the U.S. Department of Agriculture 
Rural Development, or other State of Vermont funding sources. 

 
The site-based SASH participants were older and in poorer health than the 

comparison group beneficiaries; propensity-score weighting methods were used to 
balance the demographic characteristics between the SASH group and the comparison 
group. Community participants in the SASH program have more health care needs, 
higher health care expenditures, and may be more difficult to serve than the site-based 
SASH participants. 

 
Community participants receive the same set of services as the site-based 

participants. However, from the claims data analysis, community participants were 
found to have more health needs and higher health care expenditures compared to site-
based participants. SASH staff also reported that community participants have more 
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environmental issues with their homes compared to site-based participants, ranging 
from inaccessibility to severe dilapidation. 

 
 

Support and Services at Home Program Outcomes 
 

From both our interviews with SASH staff members and our analysis of the SASH 
participant survey, we found evidence that the SASH program had a positive impact on 
the health and functional status of participants. Additionally, SASH participants reported 
fewer issues with managing their multiple medications, which is consistent with the 
training that the SASH staff provided to participants on medication management, both in 
group programming and in one-on-one interactions. Our survey results should be 
interpreted with caution, because we surveyed our sample at only a single point in time 
and do not have information about their health status prior to the start of the SASH 
program. 

 
The impact of the SASH program on the growth of Medicare expenditures varied 

across different panels. Site-based participants in the early panels--those launched in 
the first 9 months of the SASH program--experienced significantly slower growth in 
Medicare expenditures relative to a comparison group of similar Medicare beneficiaries; 
for these participants, growth in annual Medicare expenditures was slower by an 
estimated $1,227 per-beneficiary per year. However, for the SASH participants living in 
the HUD-assisted or LIHTC housing sites in the later panels, we found no evidence that 
Medicare cost growth was significantly slower.  Consequently, across all of the SASH 
participants, we found no evidence that the SASH program slowed the growth of 
Medicare expenditures. For the participants in the early panels, we observed a shift in 
health care services, as they had lower rates of acute care hospitalization and slower 
growth in Medicare expenditures for both hospitalizations and specialist physicians 
following their enrollment in the SASH program. 

 
The HHS Centers for Medicare & Medicaid Services (through the MAPCP 

Demonstration) was the primary funding source for the SASH program from July 2011 
to December 2016; their per-beneficiary per-month payments covered the salaries of 
the SASH coordinators and wellness nurses. CSC was able to leverage additional funds 
from Medicaid and other Vermont agencies and foundations to cover the administrative 
costs of implementing and overseeing the SASH program statewide. Based on our 
survey of host properties, we also found that there were between $7,500 and $15,000 in 
additional costs each year for the housing properties to host an individual SASH panel. 

 
 

Conclusion 
 

The SASH program is designed to improve the continuity of care and reduce the 
growth of health care expenditures among a population of older adults and individuals 
with disabilities. The program’s unique contribution is its use of coordinator and 
wellness nurse teams embedded in affordable housing properties as a platform to 
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connect residents to health services and social supports. Thus far, our evaluation has 
identified many successes attributable to the SASH program and also challenges to 
consider when implementing a similar housing with services program.  

 
Our continuing research efforts will follow the transition of the SASH program from 

its role in the MAPCP Demonstration to its role in Vermont’s all-payer Accountable Care 
Organization. Having identified a group of SASH panels that has been successful in 
slowing the growth of health care expenditures for participants, we will focus our 
research efforts on which characteristics of those SASH panels are contributing to the 
slower growth in health care expenditures. We also plan to evaluate the impact of the 
SASH program on use of long-term care services and Medicaid expenditures among 
SASH participants. 

 
 
 

 
 

  
 
 

 
 

 


